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This Rule is not met as evidenced by:
During the annual re-licensure survey conducted
on 4/25/11 through 4/26/11 NHC Healthcare
Somerville was found to be in compliance with
the State Licensure Regulations.
Division of Health Care Facilities
TITLE (X6) DATE
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
STATE FORM 6899 LP1C11 If continuation sheet 1 of 1



